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in	his/her	absence,	by	 the	professor	under	whose	direction	 it	was	written,	or	 in	
his/her	 absence,	 by	 the	 Associate	 Dean,	 School	 of	 Public	 Health.	 Such	 quoting,	
copying,	or	publishing	must	be	solely	 for	scholarly	purposes	and	will	not	 involve	




















































































































































































































































































































































































































































































































































































• No	recommendations	 • No	recommendations		
V.	Increase	the	efficiency	and	accounta8bility	of	HHS	programs	by	better	coordinating	and	integrating	minority	health	programs	
• No	recommendations	 • No	recommendations	 • No	recommendations	 • No	recommendations	
*the	highlighted	text	indicates	concordance	between	reports.		
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DISCUSSION	
	 The	cost	of	racial	and	ethnic	health	disparities	are	varied	and	substantial.	Not	only	is	
there	the	direct	economical	cost	of	over	approximately	$1.24	trillion(LaVeist	et	al.,	2009),	but	
also	the	indirect	costs	of	lost	wages,	absenteeism,	increased	morbidity	and	mortality,	and	
overall	lower	quality	of	life.	All	four	of	the	reports	discussed	paint	a	similar	picture	of	health	
disparities.		Health	disparities	in	access	and	outcome	are	largely	present	in	racial	and	ethnic	
minorities.	These	disparities	are	further	impacted	as	a	result	of	education,	unemployment,	
income	and	housing	and	environment.	Racial	and	ethnic	minorities	are	more	likely	to	have	
lower	levels	of	education	and	income	and	high	levels	of	unemployment	as	well	as	live	in	
impoverished	environments	with	little	availability	of	health	services.	Subsequently,	those	with	
low	levels	of	education	and	income	and	high	levels	of	unemployment	are	less	likely	to	be	
insured,	seek	and	understand	care,	communicate	with	physicians,	and	have	healthy	diets.	These	
same	individuals	are	more	likely	to	die	of	preventable	diseases,	have	high	obesity	and	HIV	rates,	
little	to	no	access	to	healthy	food	retailers,	and	avoid	or	delay	health	seeking.	In	addition,	
individuals	who	live	and	work	in	impoverished	areas	are	also	more	likely	to	die	by	homicide	and	
have	higher	rates	of	asthma	and	other	upper	respiratory	health	problems	than	any	other	
groups.	Furthermore,	racial	and	ethnic	minorities	are	more	likely	to	be	employed	in	high-risk	
positions	leading	to	high	rates	of	fatal	and	non-fatal	work	injuries	compared	to	whites.		
	 After	review	of	these	four	reports,	the	relationship	between	access	to	health	care	and	
positive	health	outcomes	is	apparent.	Racial	and	ethnic	minorities	are	disproportionately	
impacted	by	disparities	in	access	to	healthcare.	This	disparity	in	access	has	then	led	to	negative	
health	outcomes	and	lower	quality	of	life	for	these	groups.		There	is	concordance	among	all	the	
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reports	that	improved	health	care	access	will	lead	to	reduction	in	health	disparities.	There	is	
also	concordance	in	how	to	improve	access,	for	example	use	of	evidence-based	strategies	to	
plan	interventions	and	program,	increasing	access	to	health	education	through	nutrition	classes	
at	schools	and	community	centers,	use	of	community	health	workers,	and	increased	access	to	
healthy	food	retailers	are	cited	by	all	the	reports	as	methods	to	reduce	health	disparities.		
	 In	terms	of	alignment	with	the	HHS	goals	and	concordance	between	reports,	not	all	of	
the	reports	made	recommendations	associated	with	each	of	the	five	goals,	however,	the	
majority	of	the	recommendations	proposed	were	concordant.	The	Kelly	Report	was	the	only	
one	to	make	recommendations	aligned	with	4	out	of	the	5	HHS	goals.	The	CDC	and	WHC	
reports	made	recommendations	aligned	with	3	of	the	5	HHS	goals;	and	AHRQ	only	made	
recommendations	aligned	with	2	of	the	5	HHS	goals.	The	Recommendations	proposed	by	the	
Kelly,	CDC,	and	WHC	reports	for	Goal	I,	(Medicaid	expansion,	use	of	community	health	workers,	
and	improved	health	education),	are	concordant.	The	Recommendations	proposed	by	the	
AHRQ	(cheaper	healthcare	delivery	models,	effective	communication)	are	slightly	different	but	
convey	the	same	message.	The	Kelly	and	WHC	reports	are	the	only	ones	to	propose	
recommendations	for	Goal	II.	Both	Reports	recommended	expansion	of	training	programs	for	
diverse	community	health	workers.	All	of	the	reports	had	concordant	recommendations	for	
Goal	III.	Recommendations	included	promotion	of	healthy	eating	habits,	increasing	healthy	
food	retailers	and	community	gardens,	and	use	of	evidence	based	practices	to	enable	healthy	
living.	For	Goal	IV,	only	the	Kelly	and	CDC	reports	had	recommendations.	Both	reports,	
recommended	increasing	funds	for	research	on	diseases	that	disproportionately	impact	
minorities.	None	of	the	reports	had	recommendations	for	Goal	V.		
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	 Although	the	four	reports	had	different	approaches	of	assessing	and	presenting	the	
issue	of	health	disparities	in	racial	and	ethnic	minorities,	there	were	not	very	many	differences	
observed	in	their	results	and	conclusions.		Differences	only	existed	in	that	not	all	of	them	with	
the	exception	of	the	Kelly	report	have	recommendations	associated	with	all	of	the	HHS	goals.	
Furthermore	the	Kelly	report	was	the	only	one	to	offer	legislative	recommendations	to	reduce	
health	disparities.	However	all	of	the	legislation	recommended	support	the	recommendations	
made	by	the	other	three	reports	which	means	there	are	more	similarities	than	differences.	
Looking	at	all	of	the	recommendations	from	the	four	reports	and	their	description	of	the	roles	
of	social	determinants	of	health,	we	see	a	concordance	in	the	field	of	what	the	problem	is	and	
how	to	solve	it.		
	 Next	steps	should	focus	largely	on	implementation	of	programs,	especially	in	the	areas	
covered	by	HHS	Goals	I	and	III,	where	there	was	concordance	between	all	of	the	reports.		This	is	
not	to	say	that	there	should	not	be	any	further	research,	but	instead	to	point	to	the	significant	
amount	of	proposed	recommendations	that	have	yet	to	be	implemented.	There	is	better	value	
in	implementing	programs	and	evaluating	them	to	determine	their	efficacy	and	then	doing	
further	research	to	find	ways	to	improve	them.	Along	with	implementation	and	evaluation	of	
recommended	programs,	the	lack	of	recommendations	and	interventions	from	3(CDC	and	
AHRQ)	of	the	4	reports	for	HHS	Goals	II	and	IV	points	to	the	need	for	more	focused	research	by	
these	Agencies	(AHRQ,	CDC,	WHC)	and	others	on	workforce	diversity	and	technological	
advances	to	reduce	health	disparities.	In	order	to	truly	impact	health	disparities	in	racial	and	
ethnic	minorities,	there	needs	to	be	the	availability	of	more	targeted	programs	rather	than	
general	ones	that	lead	to	continued	disparities	in	access	to	health	care	and	health	outcomes.		
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